Dear Editor,

A 43-year-old man with no relevant personal background or chronic medication presented with a symmetrical and sharply demarcated erythema on the buttocks and both inner thighs, with a V-shaped pattern, also affecting the lower abdomen and cubital and axillary folds ([Figure 1](#f1){ref-type="fig"}). The patient denied other symptoms or fever. Blood cell count and serum biochemistry analysis were normal. He had been started on clarithromycin for a respiratory infection 7 days before, and denied previous contact with clarithromycin or intake of other medications during the previous weeks. We suspected of cutaneous adverse reaction to clarithromycin, more precisely baboon syndrome, taking into account the pattern of distribution. We suspended the drug and prescribed topical corticosteroids and an antihistamine with significant improvement of the lesions. Two months after complete resolution, we performed patch tests with the Portuguese Contact Dermatitis Group Standard Series and clarithromycin (1%, 5%, and 10% petrolatum) with a positive result for the drug.

Figure 1Clinical presentation. Symmetrical and sharply demarcated erythema on the buttocks and both inner thighs, with a V-shaped pattern, also affecting the lower abdomen and cubital and axillary folds

The term "Baboon Syndrome" (BS) was originally introduced to describe a skin eruption resembling the red gluteal area of baboons, noted in 3 patients previously sensitized to mercury, nickel, and ampicillin by topical contact and subsequent systemic exposure to the same substances.^[@r1]^

The acronym SDRIFE (Symmetrical Drug-Related Intertriginous and Flexural Exanthema) was proposed for systemically induced cases with the classical baboon distribution pattern and without previous cutaneous sensitization.^[@r2]^ In an attempt to better define the terms and classify the cases previously described in the literature, Miyahara *et al.* divided BS into classical BS (contact allergen-induced, excluding drugs), topical drug-induced BS (contact allergenic drug-induced related to systemic absorption due to topical exposure), systemic drug-induced BS (contact allergenic drug-induced related systemic exposure), and SDRIFE (exposure to a systemically administered drug, excluding contact allergens).^[@r3]^ In drug-induced cases, the most common agents are β-lactam antibiotics, especially amoxicillin.^[@r2],[@r3]^

BS is characterized by diffuse erythema of the buttocks and anogenital area, usually demarcated by sharp well-defined borders, showing a bathing trunk distribution. Other areas like axillary folds, neck, face, and lips are occasionally involved. Most cases are not accompanied by systemic symptoms.^[@r3]^

Although the precise mechanism for its development remains unknown, there is strong evidence for the role of a T-cell mediated delayed-type hypersensitivity reaction.^[@r4]^

The diagnosis is generally based on patient history and clinical findings. Laboratory tests and skin biopsy are neither specific nor diagnostic. Although patch tests, lymphocyte transformation tests, and drug provocation tests (DPTs) can be used for diagnosis, DPTs remain the gold standard for determining the offending drug.^[@r5]^

Cutaneous lesions resolve spontaneously after the offending drug is discontinued, so treatment is directed toward symptomatic relief. Topical or systemic glucocorticoids may hasten recovery.^[@r4]^

We report here a case of clarithromycin-induced BS without a known prior sensitization (clarithromycin-induced SDRIFE). To the best of our knowledge, this is the first case of SDRIFE related to clarithromycin.

This entity should be considered in a patient with a symmetric intertriginous eruption involving multiple body folds in order to avoid a misdiagnosis. A detailed history and review of exposures is essential to guide the search for the etiologic agent.
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